We wanted to discuss a successful endotracheal intubation practice that we performed by using dexmedetomidine in a case of neurofibromatosis with neurofibromas narrowing the retropharyngeal region. An operation was planned in a 27 year old male patient weighing 60 kg with the diagnosis of cervical neurofibromatosis. Four percent lidocaine oral gargle and nebulization was used to anesthetize the oral cavity and supraglottic area. We administered 0.6 µg kg -1 i.v. dexmedetomidine as infusion within 15 minutes in our patient to provide a moderate level of sedation without causing respiratory distress or hemodynamic instability during intubation. The epiglottis was raised with a flexible type rigid laryngoscope and intubation was achieved with insertion of a 7.5 mm internal diameter endotracheal tube.
INTRODUCTION
The neurofibromatoses are autosomal dominant diseases that have widespread effects on ectodermal and mesodermal tissue. 1 , 2 Neurofibromas are the characteristic lesions of the condition and occur not only in the neuraxis but may also be found in the oropharnyx and larynx; these may produce difficulties with laryngoscopy and tracheal intubation. 3 , 4 , 5 In these patients, operation is frequently conducted under regional anaesthesia, 6 , 7 and tracheostomy is recommended because of difficult intubation. 8 , 9 , 10 In recent years, awake fiberoptic intubation has been a question of debate but there are some conditions that this practice also fails. 11 , 12 Awake intubation in the patient with a potentially difficult airway is a stimulating procedure which may be associated with wide haemodynamic changes. To attenuate this response, blunting of airway reflexes is required without losing the patient's cooperation. 13 Lidocaine sprayed down the endotracheal tube is effective in blunting the reflexes. 14 Dexmedetomidine a highly selective α 2 agonist that has a unique property of sedation and providing analgesia without affecting the patient's respiration. 15 , 16 It has been successfully used for attenuating the stress response to laryngoscopy. 17 We wanted to discuss a successful endotracheal intubation practice that we performed by using dexmedetomidine in a case of neurofibromatosis with neurofibromas narrowing the retropharyngeal region.
CASE REPORT
An operation was planned in a 27 year old male patient weighing 60 kg with the diagnosis of cervical neurofibromatosis. Tubular lesions with lobulated contours localized bilaterally inside neural foramens with intraspinal and paravertebral region extensions were observed along C2-C6 levels ( Figure 1 ).
Figure 1
The lesions on the left side obliterated the retropharyngeal region markedly. The widest dimensions in axial plane were approximately 2.7 x 4.9 cm. On physical examination; Mallampati Class III, thyromental distance 6cm, mouth opening 3 cm, neck circumference 39.5cm, sternomental distance 9.7 cm. The examinations of the other systems were normal.
After approval of the ethical committee of the hospital, informed consent was obtained. On the day of surgery, after placement of an IV catheter, the patient was taken to the operating room, where routine monitors were applied. Initial vital signs were as follows: blood pressure ( BP ); 128/67mmHg; heart rate ( HR ); 82 beats per minutes and oxygen saturation ( SpO 2 ); 100%. Four percent lidocaine oral gargle and nebulization was used to anesthetize the oral cavity and supraglottic area. Patient received dexmedetomidine 0.6 µg kg-¹ i.v. over a 15 minutes period. The vital signs before intubation were as following: BP, 94/58mmHg; HR, 70 and SpO 2 , 100%.
The epiglottis was raised with a flexible type rigid laryngoscope and intubation was achieved with insertion of a 7.5 mm internal diameter endotracheal tube. The vital signs were as following at this time: BP, 110/60mmHg; HR, 77 and SpO 2 , 99%. Anesthesia was maintained with air (50%), oxygen (50%) and propofol.
The tumor mass extending into the foramen at C2-C6 levels was removed microsurgically in the sitting position. Propofol was discontinued on skin closure and the patient was allowed to wake up and was extubated. The patient experienced no respiratory difficulty after extubation.
DISCUSSION
Neurogenic tumours arising in the trachea are rare; the association with Von Recklinghausen's ( peripheral neurofibromatosis, NF1 ) disease is exceptional. The disease continues with intra-oral manifestations in 5% of the NF1 patients. 18 The pathologies in NF1 affecting the tongue, larynx and cervical tissues may cause obstruction.
In these cases, elective awake fiberoptic tracheal intubation can fail. Emergency tracheostomy conditions should always be maintained. After induction of anaesthesia airway obstruction and requirement for tracheostomy have been reported in patients with a tongue neurofibroma and a neurofibroma involving the laryngeal inlet. 8 , 9 , 11 . In our case, a tumor of 2.7x4.9 cm was localized in retropharyngeal region. Furthermore, our patient had macroglossia and mandibular abnormality. Since we do not have the necessary facilities for awake fiberoptic intubation we planned endotracheal entubation under dexmedetomidine sedation. On the other hand, there were cases in which awake fiberoptic intubation also failed because of the gross changes in the intraoral cavity. 12 Many drugs such as remifentanil, midazolam, propofol, dexmedetomidine were used to provide required sedation in patients with considered awake fiberoptic intubation. 19 20 , 21 However, successful intubation after inhalational anaesthesia with sevoflurane has been described. 22 The most important feature of the drug selected should be causing non respiratory depression. In recent years, dexmedetomidine was used for this purpose and discussed. 13 , 23 , 24 Dexmedetomidine provides a unique "conscious sedation" (patients appear to be asleep, but are readily aroused), analgesia without respiratory depression. Clinical applications of dexmedetomidine for several procedures such as awake craniotomy, fiberoptic tracheal intubation or MRI examination have been reported, suggesting its usefulness and problems. We administered 0.6 ?g kg-¹ i.v. dexmedetomidine as infusion within 15 minutes in our patient to provide a moderate level of sedation without causing respiratory distress or haemodynamic instability during intubation.
In conclusion, in patients who expected to have difficult intubation such as in cases of retropharyngeal neurofibromas, successful endotracheal intubation can be performed with a flexible laryngoscope when suitable conditions are provided with local anaestheticsdexmedetomidine.
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